INTRODUCTION
Africa (in Operation Épervier in Chad, for example 5, 6 ).
The first aim of this study was to quantify and review the types of surgical procedures analyze how MSP was achieved in order to translate past lessons learned into teaching tools to improve the manner in which we deliver MSP in isolated situations in Africa.
PATIENTS AND METHODS

Study design
Between Maker Inc., Santa Clara, California, USA). All of the operating theater records from this study period were transferred to a prospectively maintained database and were retrospectively analyzed. Among the 2559 patients prospectively recorded, 244 were French military personnel (9.5%), and 2315 were local Ivorian nationals (90.5%), all of whom were eligible for this study and enrolled in a multicentric observational study.
French FSTs
French FSTs were deployed discontinuously at six different sites (Abidjan, Bouaké, Kokumbo, Korghogo, Toumbokro and Yamoussoukro) (Figure 1 ), but with a minimum of 2 The operated patients are not systematically reviewed in postop clinics but when postoperative surgical reviews are necessary, patients get outpatient appointment as often as required.
Variables and data sources
The patients were divided into 4 categories: war (battle) wounds (WWs), non-war (battle) emergency trauma (NWET), non-trauma emergencies (NTEs) and elective surgery (ES). 
RESULTS
Patient demographics and circumstances
The patients' demographics and circumstances are summarized in Table I 
Global surgical activity
Between September 2002 and August 2012, 2315 patients were operated on in the different FSTs deployed in the Ivory Coast, and these patients required 2566 surgical procedures. The breakdown of procedures by surgical specialty is summarized in Table I .
Briefly, the main proportion of surgical activity consisted of visceral and orthopedic (including soft tissues) surgeries (82.3%). General surgeons performed all of the surgical procedures for visceral surgery (43.8%), gynecology (9.3%), urology (5.6%), thoracic (0.2%) and vascular surgery (0.1%). Orthopedic surgeons performed all of the orthopedic and soft
tissues cases (38.5%). Head and neck cases (2.5%) were equally treated by a general or orthopedic surgeon.
Breakdown of surgical activity by specialty
• Visceral surgery (Table II) ES represented the main activity, with 89.2% of all the digestive procedures, and among these Hartmann's procedure for one and small bowel resection and anastomosis for the other. • Orthopedic surgery (Table III) The distribution between planned surgery and emergency surgery was similar, constituting 51% and 49% of activities, respectively.
Regarding non-urgent pathologies, infectious diseases and tumor excision (mainly considered benign) represented the most frequent surgeries, constituting 40.8% and 25.4% of cases, respectively. Buruli ulcer was the most important infectious disease (141 patients), with most of the patients receiving conservative treatment (94%). Cases of extremity trauma sequelae (89 patients) were dominated by septic or non-septic non-unions (46 patients), malunions (13 patients), and burn sequelae (12 patients). Clubfoot talipes equinovarus (22 patients) and polydactily (7 patients) represented the congenital malformations. The patient/surgical procedure ratio of congenital diseases (0.66) was the lowest, followed by trauma sequelae (0.76), infectious diseases (0.78) and tumors (0.98).
Regarding emergencies, the WW (13 patients) number was very low compared with NWET (171 patients) and infectious emergencies (120 patients). Among the 42 fractures, 27 were stabilized by internal fixation (29 interventions), 10 by external fixators (20 interventions) and 5 by plaster (6 interventions). Of the 9 dislocations, all were reduced under general anesthesia, but 3 required reintervention (1 elbow and 2 hips) for early dislocation relapses.
• Gynecologic surgery (Table IV) The details of the gynecologic surgical procedures are summarized in Table IV • Urology (Table V) Surgery on the external genitalia of male patients was the most frequent urological surgery, The breakdown of procedures realized for the Ivorian people showed that a broad variety of pathologies were treated, covering many surgical specialties. All of the surgical emergencies for infection (soft tissue, bowel disease, gynecology and orthopedic) were obviously beneficial.
In elective digestive surgery, hernia repairs (under local anesthesia and as outpatient surgery when possible) and thyroidectomies were extremely frequent, with good results despite few resources. There was no mesh among the FSTs' resources, so its use does not exceed 10% in our study, corresponding to the mesh that some surgeons were able to bring with them. It is the policy of the French Health Force Service not to provide mesh to FSTs because they lack the optimal hygienic conditions in their operating rooms. In cases of giant inguinoscrotal hernias and in the absence of mesh, as previously described, 10 herniorrhaphy, followed by leaving of the distal sac in the scrotum, was preferred to limit the occurrence of complications, such as seroma, hematoma or scrotal skin trophic difficulties. We now favor subtotal thyroidectomies to ensure patient survival if replacement therapy is not available.
Cancer case management was closely discussed because the vast majority of the patients did not have access to pathology or any further oncologic treatment because it was not available or too expensive. Only the symptomatic cancer cases, for which a predictable complete removal of the tumor was possible, were submitted to surgery.! Therefore, colorectal cancer management was limited to occlusions.
In the MSP setting, the management of extremity pathologies depended on the available technical and human resources. Soft-tissue procedures were predominant in this cohort, considering the variable hygiene of the operating rooms and/or the lack of osteosynthesis methods available. Bone surgery must be limited in austere conditions. Fractures should be stabilized by plaster, skeletal traction or an external fixator that has been properly sterilized. antibiotic treatment, the unavailability of specific surgical materials, and the impossibility of closely monitoring patients during the postoperative period. Thus, we strongly believe that patients with infected fractures and septic non-unions must not be treated in the FST and must be referred to local higher echelon of care because of the high rate of repeated surgical procedures, the high rate of complications and the extensive use of resources. Finally, the lack of physical therapy is another main issue that should limit bone and joint surgery. 6 Debridement of burn wounds remains a very time-and material-consuming activity that must also be referred to local higher echelon of care since the high rate of repeated surgical procedures finally impairs the ability of the FST, as evidenced by the low patient/surgical procedure ratio (0.35).
In gynecology, hysterectomies for symptomatic uterine fibroids responsible for pain and/or anemia, cystectomies and salpingo-oophorectomies for symptomatic ovarian cysts were beneficial. A subtotal hysterectomy is a valid alternative to total hysterectomy for a surgeon who is not a specialist in gynecology. It is quicker, it incurs fewer risks to the ureters, and it is particularly adapted to the surgical management of myomas. Similar to digestive pathologies, the management of cancer cases in gynecology was controversial and was strictly limited to ! 14! mastectomies for infected breast cancers when surgery could improve the dressings and the quality of life, which was extended to breast lumpectomies for some patients. The urology activity was relatively low (5.6% of surgical procedures) and was directly related to the presence of a general surgeon specializing in urological surgery in the FST. Over this 10-year period, the general surgeons were mostly specialists in digestive surgery, so they focused their consultations according to their expertise. Thus, it was not surprising that surgery on the external genitalia of male patients accounted for the majority of interventions. At the same time, no prostatectomies were performed, whereas prostatic adenoma represented up to 50%
of the reasons for hospitalization in a urology department in Abidjan. In thoracic surgery, only recent pleural effusions were treated, so lung resections for sequelae of infections were performed very occasionally, only when a thoracic surgeon was deployed.
Concept of MSP
These 10 years of MSP have had no equivalent in other nations, and this study was the first, to our knowledge, to report such a long period of time in Africa. MSP is not humanitarian aid as is seen in cases of natural disasters; rather, it resembles the humanitarian civic assistance 
